
Received & Inspected 

March 7, 2012 

Marlene H. Dortch, Secretary 
Federal Communications Commission 
Office of the Secretary 

MAR - 8 2012 

FCC Mail Room 

9300 East Hampton Drive 
Capitol Heights, MD 20743 

RE: Request for Waiver and Review of Decision 

CC Docket No. 02-6 

Contact: 

Janice Meyers 
Letter of Agency for Klingber Family Center 
Janice Meyers Educational Consulting 
PO Box 534. 
Dobbs Ferry, NY 10522 
914-715-2466 phone 

BEN: 201020 

Klingber Family Center 

FRN: 2190528 

Request for Waiver 

I am requesting a waiver of the FCC Form 471 Window filing requirement that the 

Item 21 Attachment be received on or before the filing deadline for funding year 

2011 due to my accident of March 18, 2011 

Argument 

In 2006 and 2007, in the Bishop Perry Order and the Academy for Academic Excellence 

Order, the Commission and the Bureau, respectively, granted waivers to applicants who 

missed the FCC Form 471 filing window deadline due to technical malfunctions, school 

reorganizations, a misunderstanding related to the filing deadline, personal staff 

emergencies, inadvertent errors, or circumstances beyond their control, including 

inclement weather. 

On March 18, 2011 I had an accident at school and was taken to the emergency 

room for treatment for an injury to my right knee that left me unable to walk. I was 

given prescription pain medication. On March 22, 2011 my orthopedic surgeon 

o 



decided that I was unable to work. I began receiving NY State Worker's 

Compensation. I had surgery on March 31,2011. I returned to work on May 18, 

2011. Please find the attached documentation. 

FRN 2190528 was filed and certified on 3/20/2011. I was unable to send in the 

item 21 due to my accident. Please find the attached documentation. 

I sent the Item 21 attachment during a PIA review on December 7,2011. On 

January 18, 2012 a FCDL was issued and FRN 2190528 was denied due to the 

following reason: 

"DR1: This FRN is denied because the Item 21 Attachment was not received on 

or before the filing deadline. The Item 21 Attachment is an FCC Form 471 

Window filing requirement. Your Item 21 Attachment was received after the filing 

deadline. FCC Forms 471 with Item 21 Attachments that met the FCC Form 471 

Window requirements have funding priority over applications received after the 

filing deadline. Given that funding demand for FCC Forms 471 filed within the 

window exceeds the amount available for commitment, we cannot consider this 

FRN for funding." 

I respectfully ask that you waive the deadline for filing the Item 21 attachment 

based on my illness and extenuation circumstances fund FRN 2190528. 

Sincerely, 

C!YV>Iu-IJIPIFG 
Janice Meyers 
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000014 

DOBBS FERRY EMERGENCY MEDICINE PC 
POBOX 36157 
NEWARK NJ 07188 

Return Service Requested 

DOB102.A3S2EC000014 . JOBB5J.000014 000014 

JANICE MEYERS 
98 BELLWOOD AVE 
DOBBS FERRY NY 10522 - 2324 

1,"111111111,1. ,,1,1 ,,1,1111,1,,11,"1,1.1,,11,1,,1 .. 1.,,1,11 

, Th. eve COlli It (h. LAST 3 digits AFTER 1hl nrst sel ornvmtltrt prrnt,CI on Itl. ",,1,;1\ or your ",rQ 
STATEMENT DATE 

0610712011 

PATIENT NAME(S) 
J Meyers 11109 

AMOUNT DUE 

$250.00 

DATES OF SERVICE 
03116r201103118r2011 

DOBBS FERRY EMERGENCy"MEDICINE PC 
PO BOX 36157 
NEWARK NJ 07188-6106 
III. "I .. , J, .. III " 1.1 " I., 1111, .. 1111, " ,1111,1,1.111,1 ",III 

- l'! - I'!! 11, .1,. ,t I ,., 1. ,' .. t I 

~I· ... t ,:·' I ;r':'ll, 'J"II ;" I,tt: .... , .• t' 

.,~ .. STATEMENT 
• I' ,. 

. . -
r'rocedure , . 

Service Dates Code Description Billed U Adjusted Received Balance 
PATIENT NAME Janice Meyers PATIENT ACCOUNT NUMBER: 109 

03/1812011 03/1812011 99283 LEVEL 3 MODERATE COMPLEXITY 250.00 0.00 0.00 250.00 

· "MESSAGES ·" 

____ _ _ . -...L.... _ . __ _ • ..-J,. _ ____ _ _ ~, ..-... 

• - SERVICE DUE FROM INSURANCE 

Physician: 
INSURANCE BALANCE 

Patient: J . Meyers #109 $0.00 

0-30 DAYS 31-60 DAYS 61 -90 DAYS 90-120 DAYS 120+ DAYS PATIENT BALANCE 

$0.00 $25000 $0 .00 $0.00 $0.00 $250.00 

REFER INQUIRIES TO: DOBBS FERRY EMERGENCY MEDICINE PC Phone: 845·664-9902 Page 1 of 1 



I SWDO;;;~ =;:;;.;-STATE PRESCRlPTIOIl * 21 

scon V HAlG MD 
lIC: 16B044 

NPI: 1114941499 

700 WHITE PLAINS ROAD SUITE 10 SCARSDALE, NY 10583 (914) 7~44 

~D60_ 

----:--1 ~'=-;;=;=I "-'''--'-1 -"-1 -, 
'---..L.-J I I I . I 

IAI\ J c--. __ 
Date Patient Name - ..... IC-.:=:e ..;:.c:+'l'"= ...... =----- --

Address _________________ ---,..--
Sex 

City _______ State __ Zip, ___ Age __ @II 

~ 

O~~1 c7F-

C/-&4-ec>( -- D 
~ /' MAXlMUMIlAJlrooSf 

Prescriber Signa1Ure X ~ _'''''' • ...,....,., 
TliIS PRESCRIPTION WILL BE FILlfD GENERICALLY UNLE PRESCRIBER WRHES 'daW' IN THE BOX BELOW 

REFILLS / - None I D B"TBBW 21 
PHARMACt.==..I::fil~ =J I mlll lljl~lmllll l~mllllllllrnllmlli 

• _ T~S~ ARe:': Dls!>"II •• As Wnlt"" ,."". • .. " •. , ... , .' _ .. • 



THE HARTFORD 

NOTICE THAT PAYMENT OF COMPENSATION HAS BEEN STOPPED OR MODIFIED 

CHECK TYPE OF CASE: 0 WORKERS' COMPENSATION 0 VOLUNTEER FIREFIGHTER 0 VOLUNTEER AMBULANCE WORKER 

-ANSWER ALL QUESTIONS FULLY TYPEWRITER OR COMPUTER PREPARATION IS REQUIRED 

ALL COMMUNICATIONS SHOULD REFER TO THESE NUMBERS 

1. WC Case Number 2. Carrier Case Number 3. Carrier Code 4. Date of Injury 5. Soelal Security Number 
G0401J95 Y1.c58853 W106751 03/18//1 

Address to wh ich notices should be sent 

98 .Bellwood Ave 
e. ClalmanVName or Deceased Janice Meyers Dobbs Ferry, NY 10522 

352 Seventh Ave, Suite 12A 
7 Employer" A, U.S.S.l.E. Inc New York, NY 10001 
B. Carn er THE HARTFORD PO Box 14472 Lexington, KY 40512 

• In VF and YAW benefit alses, the habla polnical subdivision (or unatr~lated ambulance service as defined In Sec. 3D VAWBL) IS deemed 10 be the "EMPLOYER-

9 County Where Inlurv Occurred 10 Date Disab~,tv Began or Date 1. AII!l Weekly W~ 2. Date 1st Pmt MaJlJ , 3. Date Most Recent Payment Mailed 
3/19/2011 1200 t r 4/5/2011 4/5/2011 

14 Oesa1p1ion (Diagnosis) of Injury: 

15. SUMMARY OF BENEFIT PAYMENTS 

IndlCBte Type of DlSilbllity Penod(s) of Payment Less Days Worked Number of Waeks WeeklyRme Amount 
TOTALIPARTIAL PERM fTEM From To 

3119/2011 4/5/2011 2.2 $739.83 $ 1,627.63 

DISFIGUREMENT .... .. .. ...... .. .... .. .......... .. . ..... . ... ... ..... .. ..... .. .... .. .... ... .. ............. ... ................................. .. ..... ................ 

LUMP SUM PAYMENT (Induded lump Sum Non-Schedule Adjustment or lump Sum Advance on a Schedule Loss Award) .. . .... . ...... .. ....... 

TOTAL A W ARD $ 1,627.63 
PENALTY PAYMENT TO CLft.lMANT.. .. .......... .. ............. .. .... .. • • ••• •••••• • • ••••••• • • • • • • •••••• • •• ••••••••• •• •••••••••• • H ••••••••••••• • ••••••• •• 

lESS: a. Fees to representative: ......... .. ............ 
b. Reimbursement to: ....................... 
c. Other (specify): .. ............... , .... 

TOTAL DEDUCTIONS (a+b+c) ... _ ................. $0.00 
BALANCE TO CLAIMANT Sl ,627.63 

16 Have benefits been paid in full in accordance with an award of the WCB? DYes o No If 'No. check and IXlmplete items a-c, as appropriate 

a . 0 Claimant returned to work Date of return: o At pre·injury wages o At reduced wages 

b. 0 There Is a change In condition andlor eamings (A medical report or other supporting documentation must be attached.) 

c 0 Payments stopped or modified for other reason (Explain below andlor attach explanation/documentation ,) 

Ipaying at mo." raLe awaiting C240 
17 o NOTICE OF TERMINATION OF TEMPORARY PAYMENTS OF COMPENSATION (Sec. 21-a Well . Employer or carrier is caasing. payments of 

Temporary compensation. See special information box on reverse Last payment was made or Reason for termination of payments: 

Prepared by 

Official Title 

C-B/B.6 (B-OO) 
Fonn LC·7132~ 

Deborah Caswell 

Claims Rep 

For H.rforcl us. ONLY 

Dated 4/6/2011 

Telephone No. & Ext • ..:8,,;.,7;..7,,;.,46:..:9;..,9:.,;;2;.::1.=.2 ___ _ _ _ _ 

seE IMPORTANT INFORMATION TO CLAIMANT AND CARRIER ON REVERSE SIDE 

Complmed By ReturniAttacl1menVCheck (RIA/C) 



~~~f~~ay~ • ~or~2,lc~~~:~2rdrt C-4 AMR 
Use this form to report ancillary' m~ta! se!Vices such as x·ray, anesthesia. pathobgy or diagnostic services by other 1han 
!he atteooing provider. A medical provider Who is only giving dearance for sUiQ€ry may also use !his form THIS FORM 
SHOULD NOT BE USED TO REPORT TREA lMENT PROVIDED. 

Please answe~tions <XlfTlllete!y , attaching the report fOl' the services provided, and submit promptiy to the Board, the insurance C8'Tier 
and to the patients at10mey or Ucensed representative, jf h&'she has one; if (lot, send a cqlY to the r:atlent Falure to do so may delay the 
payment of necessary services, prevent the timely payment of wage loss benefit-; to the injured worker, create the necessity for testimony, and 
jeopardize your Board authorization. You may also nil out !his form ooline at WNW. web slate.ny.us. 

A. Patient's Information 
1. Name: MEYERS, JANICE 2. Soc. Sec. #: 

LA" F"" 1,1 

3. Mailingaddress: 98 BELLWOOD AVE DOBBS FERRY NY 10522 
NuflileuM~ Cily SlIfe z.,~ 

4. Home phone #: l.M!J715.2466 5. Dale of Bir1h: ~/~/1952 6. Date of injury/onset of iBness: .-....QL!~I 2011 

7. WeB Case # (if knownl: _____ _ 8. Carrler Case #: --'-'YZ""C...,5..,.8""85,..,3..,.C'-____ 9. Patients Account #: 00012229-1-10 

B. Doctor's Information 
1. Your name: CATALANO MD, ELIZABETH 2 weB Authorization #: 13-3997445 

1.. .. , !.II 

3. lACB Ramg Code: 13-3997445 4. Federal Tax 10 #: 13-3997445 The Tax /0 #is!he icheckone): 0 SSN >QgEIN 

5. Office aaJress: -=-56"--'-PA'-='LM=ER~_--..c=:-~=:_:_;_-----
t.l:rrtJe< at\() Slree! 

BRONXVILLE NY 1070=8:0..-3=-4.;.;0='3 ____ ....,...-.,......", __ 
~ - ~ -~ 

6. Biling group 01' practice name: WESTCHESTER ANESTHESIOLOGISTS 

7. Biling address: 800 WESTCHESTER AVE S-614 
1t.!lNn...t g,@4 

RYE BROOK NY 10573.1""35""4.....", __ ._--:::-=-...,--_ 
~ ~ ~~ 

8. OffiJe phone #. ( __ ) _ _ _ _ 9. Siling phone #: (~~28-,,-5=45=4 _ _ 10. Provider's NPI #: .....!1.><;3-""39"-'9'-'-7.::l:44~5'---_ _ _ _ 

11. Referring Dock>r: HAIG MD, SCOTT V 
I.at-I 

C. Billing Information 

1. Empbyer'sTnS\lrance carrier: HARTFORD ACC & INDEMNITY(WC) 2. Carrier Code #: W _____ _ 

3. Insurance carrier's address: .:..P....:O:....:B=.O=.:X-'1..:.44..:..;7c..:;2:.::::==-==-______ .=;LE=:Xc:;I:.:..:Nc=:Gc.:..T.:::O.:.::Nc..:.K~Y:....:4.:.::0:..::5:.;.1=.2-44-,-,-7:..:2~_-=:::-__ ~=_ 
'.J'I'IloI3f,c Sveu ut, Slal& Z" CocM 

4. Diagnosis or nature of disease or injury: 
Enter ICD9 Code: ICOO Descriptor: 

(1) 836.0 TEAR OF MEDIAL CARTILAGE OR MENISCUS OF KNEE CURRENT 

(2) 836.1 TEAR OF LATERAL CARTILAGE OR MENISCUS OF KNEE CURRENT 

(3):--:-c-:-:::c=-::---:--:-.,...,.,-o=:-- -:::c---=----:--=--:-~-:--:c------------------
Relate ICD9cooes in (1;. (2) or (3) to DIagnosis Gode COIUTTVl byline. 

o"",.alSetw8 .... "" Use v.CB Code~ Oa)lo' 

l~aKIt ___ 

cI. UIM ~. SoMces a St:WO'!S (XXI F,,,,, To 
BIIt~ 

J8~COOO S ''10' U,IO ... dRd 
IoN IX) W ~ DO Y'l' 

SIr • ..,. CPl-'i(f(;S IIalIf'ER 

Start nme: 11 20 Stop TIme: 1:23 

03 31 11 2 01400 I 12 1440.00 63 40612-4472 

I I 

I i 
. " I I , 

Check here If servees were provtded by a Vl'CB preferred provider organization (PPO).! rill< 01.... I!P::lWJo r"rce~ ~rU.Ot'i1 

d A ho' Health Care ProvKler • Check one: $ 1440.00 $ S 1440.00 
00 

Boar ut rized 
~ I provided !he S8lVices listed above. o I actively supervised 1tIe heallKare provider named below who provided these servioes. 

Provider's nsme _______ ___ _ _ _ _ ____ Specialty ___ ____ ____ __ _ 

Board Authorized Health Care Provider signature: 

CATALANO MD. ELIZABETH 

Name 
c..cAMR (8.Q9) 

NOTARIZED SIGNATURE ON FILE ANESTHESIA 

SPeCially 
04 1 08 I 2011 

Date 
www.wcb.state..ny.us 


